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The nasal valve spans a minimal cross sectional area of the intake point inside the nose. Acting
as a Starling’s resistor, it plays a pivotal role in controlling the inspiratory airflow. Nasal valve
compromise, better known as nasal valve dysfunction, can be suspected when the patient com-
plains of inspiratory nasal obstruction after trauma or surgery. If the patient has a history high-
ly suspicious of nasal valve compromise, thorough physical examinations are mandatory in or-
der to find the exact epicenter. The deformed L-strut septum and/or upper lateral cartilage are
mainly responsible for the static internal nasal valve compromise. Characteristic findings in-
clude pinching of the middle vault and an inverted V deformity. Widening the nasal valve area
is the most preferred therapy to correct statically narrowed nasal valve compromise. External
valve compromise, on the other hand, is dynamically collapsible in many cases as evident dur-
ing respiration. Typical sign, therefore, includes an inward collapse of alar and/or lateral wall
upon inhalation. Treatment strategy, in this particular case, usually involves a cartilage addition
to the deficient lateral wall or alar in order to stablize and provide rigidity to the lateral wall and
also resist inspiratory negative force. However, surgeons should not be confused by the collapse
as it may merely reflect the collapsibility of the structure rather than a genuine epicenter of na-
sal obstruction. Cartilage graft with or without suturing is the best therapeutic measure for pa-
tients with either static or dynamic nasal valve compromise when tackling nasal obstruction. It
also enhances the structural integrity of the nasal valve. This review focuses on the various sur-
gical techniques used in repairing nasal valve compromise to increase patency and restore breath-
ing with an emphasis on each specific indication.
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Fig. 1. The endoscopic views of the
normal internal nasal valve.
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Fig. 2. A patient with nasal valve com-
promise demonstrates the self ma-
neuver of widening the nasal valve.

Fig. 3. Different pictures of internal
nasal valve compromise caused by
dorsal and/or caudal septal devia-
tion without collapsed upper lateral
cartilage.
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Fig. 4. Different pictures of nasal val-
ve compromise caused by both dor-
sal and/or caudal septal deviation
with a collapsed right upper lateral
cartilage (A) and modified cottle ma-
neuver to support weak upper lateral
cartilage (B).
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Fig. 5. A patient complaining of right
nasal obstruction caused by right dor-
sal septal deviation (A and B). A col-
lapsing left lateral wall is seen while
he breaths in, simply reflects the col-
lapsibility of a weak nasal lateral wall
(Cand D).

Fig. 6. Marked accentuation of a boxy nasal lobule with a formed
parenthesis line called a “parenthesis” deformity. Such a deformity
can be seen in dynamic nasal valve collapse during inhalation. This
patient complained of constant bilateral nasal obstruction during
inspiration.
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Fig. 7. The spreader graft are placed in the space between the dor-
sal septum and the medial dorsal edge of the upper lateral cartilage.
It is imperative to dissect all the way up to the nasal bone and down
toward the anterior septal angle.

Fig. 8. Placement of the spreader grafts is temporarily fixed with a
30 gauze needle and mattress type suture using PDS 4-0 or 5-0.
PSD: polydioxanone.
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Fig. 9. A patient with a narrowed bilateral middle vault (A) and a
markedly improved contour after butterfly graft in 6 months (B).

Fig. 10. The modified butterfly graft
is characterized by the placement of
an upward traction suture between
the graft and the collapsed upper la-
teral cartilage so that it can further re-
sist upper lateral cartilage collapse.
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Fig. 11. The batten graft is placed from the lateral crus of the lower
lateral cartilage laterally toward the piriform aperture, with a notch-
ing to anchor the batten.




Surgery for Nasal Valve Compromise I Chang J

Fig. 12. The lateral crural graft is plac-
ed on the superficial surface of the
lateral crus whereas the lateral cru-
ral strut is placed between the ves-
tibular mucosa and undersurface of
the lateral crus.
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Fig. 13. The suspension suture involves passing the traction su-
ture from the cranial border of the alar cartilage upward and out-
wards to the lower border of the orbit.
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Fig. 15. Wide mucoperichondiral dis-
section including an upper lateral car-
tilage release from the septum and an
exposure of both the anterior and pos-
terior septal angle is required to cor-
rect deformed L-strut.
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Fig. 16. A patient with paradoxical
lateral crus complaining of right na-
sal obstruction may benefit from a
lateral crus flip-flop technique, which
involves lateral crus resection, flip it
over and suture back into correct po-
sition.

Fig. 17. A patient complaining of
right nasal obstruction due to a cleft
lip nasal deformity (A) can have cos-
metic and functional improvement af-
ter a functional rhinoplasty (B).
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